Tumor, node, metastasis (TNM) staging has been the basic classification for all solid tumors for decades. The use of this system has assisted health care providers in the selection of appropriate therapies for individual patients and has defined appropriate populations for clinical research strategies. Obvious issues with the current nodal station maps are complexity (fewer than 5% of cases who met initial screening criteria had sufficient nodal labeling/sampling for the final analysis) and clinical heterogeneity within the N1, N2, and N3 categories. Appropriate selection of radiation or surgery for locally advanced patients cannot be made on the basis of the current nodal descriptors.
The IASLC staging committee has validated the current lung cancer lymph node staging descriptors and has proposed a three-tiered zone system within the current N1 and N2 patient subsets for further evaluation. The authors did not evaluate potential N3 subsets (contralateral mediastinal, unilateral, or bilateral supraclavicular zones spring to mind), nor did they address how future lung cancer databases should be constructed to facilitate collaboration and research. Reconciliation of the Naruke and ATS lymph node maps is being addressed by the IASLC staging committee and should facilitate these efforts. The use of lymph node zones as suggested in this paper may enhance data collection and analysis as a simplification over the current 14-station system.
The IASLC is to be congratulated for tackling the huge task of validating the current staging system and for embarking on future collaboration for its revision. The staging systems for lung cancer and, indeed, for all solid tumors represent a work in progress. We look forward to the day when accurate surgical and molecular staging will accurately predict prognosis.
